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http://dx.doi.org/10.1016/j.iimb.201Abstract Poverty, health, and income opportunities are closely intertwined, particularly in
developing countries. The importance of a strong health system remains undiminished even
as challenges for managing health have become more complex. While some of the issues are
common across health systems, India’s health system has certain additional features that make
it particularly challenging. Despite these challenges, a number of interesting business models
have developed to provide low-cost care without compromising on quality of care. This paper
highlights some of the India-specific issues and discusses the idea of the Right to Health as an
approach to providing universal health care.Context note
The Report of the National Commission on Macroeconomics
and Health in 2005 begins with noting that “. the health of
people of a nation significantly contributes to its economic80 26993750; fax: þ91 80
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2.11.003growth.” The importance of a strong health system remains
undiminished even as challenges for managing health have
become more complex over time. Poverty, health, and
income opportunities are known to be closely intertwined,
particularly in developing countries (Dasgupta & Ray, 1987;
Strauss & Thomas, 1998). While some of the issues are
common to all health systems, India’s health system has
certain additional features that make it particularly chal-
lenging. In this note,we highlight some of these India-specific
issues and discuss the idea of the Right to Health that is
increasingly being discussed as the appropriate way forward
to provide universal health care (Gupta, 2011; TNN, 2012).
Figs. 1 and 2 provide comparative patterns of health
care expenditures across countries. While India’s aggre-
gate expenditure on health is low at 4.1% of GDP, the share
of government expenditure in total health expenditures is
Figure 1 A cross-country comparison of public and private health expenditures. Source: http://apps.who.int/gho/data/
Health care management and delivery in India 29one of the lowest in the world at 29.02%. Thus, over 70% of
all health care expenditures in India are out-of-pocket
medical expenditures (OOPME). Such high OOPME in
a country with a high incidence of poverty implies that
a vast section of society cannot access health care.
Sherawat and Rao (2012) estimate that the poverty head-
count ratio increased by 3.5% due to OOPME quantifying
the impoverishing effect of private health care. While
India’s public health care system is large and widespread,
its ability to provide secondary and tertiary care is
particularly limited since in its current referral system
people who need such care are expected to travel to
larger public hospitals. Fig. 3 captures the reasons for
unmet need in India; financial costs, as well as lack of
health care providers, have been and continue to be
important in determining unmet health care need.0 20 40 60 80 100
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Figure 2 Comparative public and private expenditureIn response to this unmet need, the Government of India
has been implementing the Rashtriya Swasthya Bima Yojana
(RSBY), and various state governments have been imple-
menting schemes such as the Rajeev Arogyashree Scheme in
Andhra Pradesh, Yeshaswini and Vajpayee Arogyashree
Schemes in Karnataka. These schemes are meant to be
cashless health insurance plans for the poor. For example,
RSBY provide hospitalisation coverage up to Rs. 30,000 per
household for a specified, but fairly broad set of diseases and
most schemes include treatment for pre-existing conditions
that is unusual for a traditional insurance scheme. Enrol-
ment is often through Below the Poverty Line (BPL) card
and premiums as well as treatment packages are covered
by government funds (Narayana, 2010). In principle, this
provides health coverage to people with significant
economic disadvantage and is not dependent on formal0 20 40 60 80 100
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Figure 3 Reasons for not seeking medical treatment in India. Source: These statistics are estimated by Selvaraj and Karan (2009)
using unit records from NSSO’s 52nd (1995e96) and 60th (2004) rounds
30 A. Mukherji, H. Swaminathanmechanisms such as employer based insurance schemes
that are not possible in an economy such as India where
over 93% of the workforce is employed in the informal
sector (NCEUS, 2007). These pre-defined packages allow
care seekers the chance to access health care facilities
outside the public sector facilities and have been adopted by
a number of private hospitals across the country. However,
these schemes are not without problems. Operational
problems like acquiring cards, awareness of treatment
options and slow repayments to hospitals for treatment
and lack of training appear to be some of the major chal-
lenges (Rajasekhar, Berg, Ghatak, Manjula, & Roy, 2011;
Rathi, Mukherji, & Sen, 2012). Further, inefficient enforce-
ment of these schemes under many circumstances could, in
principle, lead to rent-seeking behaviour; for example,
private hospitals providing inappropriate care, choosing on
the basis of package rates covered by the programme rather
than being guided by the patient’s medical conditions.
Clinically, there is documentation of selective treatment
under these schemes to manage only low-risk cases with an
overwhelming use of medical colleges and super speciality
hospitals instead of depending on the more appropriate
Community Health Centres (Rathi et al., 2012). A range of
other design issues increases the chances of coverage of
households in larger villages and those nearer to urban areas.
Further, the annual change of the Third Party Administrator
and reissuance of cards has led to additional problems. These
concerns can certainly be addressed but require critical
changes in the way the scheme is managed.
Not only has the attempt at implementing social health
insurance schemes not been completely successful, it is
also problematic that care under these schemes is
restricted to a fixed number of pre-defined diseases and
health conditions. Given these shortcomings, one of the
ideas has been to reject stand-alone social health insurance
schemes and instead attempt to provide Universal Health
Coverage (UHC). A universal health care system encom-
passes the entire society and ensures that it is in everyone’s
best interest to keep it functional. This is in contrast to
a public health system that is based on needs-based tar-
getting and exacerbates social divisions. As discussed by
Sen (2012), the concept of UHC is not new to India but has
never fully been realised due to several impediments e lack
of public investment, unregulated privatisation in the
health sector and lack of political commitment. Key chal-
lenges that arise in any discussion of UHC relate to finance
and managing the quality of care. The High Level Expert
Group (HLEG) appointed by the Planning Commissionrecommends general taxation as a key approach in
financing the universal coverage.
The health sector constitutes a large and growing sector of
the economy and has in the past involved participation from
a range of heterogeneous health care providers. The sector
has been quite diverse with multiple systems of medicine
(e.g. Ayurveda, Sidhha, Unani, Homoeopathy, Allopathy,
etc.) and both for and not-for profit health facilities co-
existing. The referral system of public facilities and the
ability to charge higher prices in urban areas has meant that
rural areas tend to have a poor supply of health care facili-
ties. The heterogeneity in quality of care is so large that not
only is there a well-established trend of treating interna-
tional patients but there is also widespread existence of
hospitals with poor facilities and staff training that are well
below public hospital standards. Balarajan, Selvaraj,
Subramanian (2011) argue that India needs a model of
sustainable health care that consists of high-quality human
resources, that is widely available across states and rural-
urban divides and is able to ensure a uniform quality of
care. Estimates suggest that there may be more than one
million rural medical practitioners, many of whom are not
formally trained nor are licensed to practice medicine. This
suggests that major challenges exist in expanding the reach
of properly trained health care providers. Another emerging
concern with greater privatisation is the establishment of
appropriate regulatory mechanisms with licensing and
accreditation procedures.
Yet, in spite of these challenges, a number of interesting
business models have developed that seek to provide low-
cost care with quality of care being benchmarked with
national and international standards. Bhattacharya et al.
(2010) identify 46 different innovators and study 10 of these
in-depth to capture exemplars of health service providers for
the poor in low and middle income countries. Five of these
are from India e Aravind Eye Hospital, Jaipur foot (artificial
limbs), Narayana Hrudayalaya Heart Hospital, Vision Spring
(spectacles) and Ziqitza 1298 (ambulance services). Other
innovations across the world are in the domain for providing
dental care (Dentista Do Bem, in Brazil), reproductive and
child care (Greenstar Social Marketing, in Pakistan, Pop-
ulation and Community Development Association (PDA),
Thailand, and K-Met in Kenya), AIDS and sexual and repro-
ductive health (PDA, Thailand, PSI’s TopReseau,Madagascar,
100% Jeune, Cameroon, and Centre Dushishoze from Raw-
anda). Almost all of these innovators have defied norms of
scale, size, and quality at low costs to meet the health care
needs of the poor.
term “Micro Health Insurance”. He spearheaded the
launch of Yeshaswini, a micro health insurance
scheme for the farmers of Karnataka in association
with the State Government. This model has since
been adopted by several State Governments,
including Andhra Pradesh (Arogyashree) and Tamil
Nadu (Kalaignar Star Health Insurance).
- Dr. Shetty’s Narayana Hrudayalaya Group, in associ-
ation with the Indian Space Research Organisation,
manages the world’s largest telemedicine pro-
gramme, which also caters to the PAN-African
satellite network which connects 56 African cities.
- Dr. Shetty is on the Board of Governors of the Medical
Council of India, and is a Professor at Rajiv Gandhi
University of Medical Sciences, Bangalore, India, and
University of Minnesota Medical School, USA. His
activities have been profiled in several international
publications and the unique business model of the
Narayana Hrudayalaya Group has been the subject of
case studies by renowned business schools. Dr.
Shetty was awarded the Padma Shri, one of the
highest civilian awards in India, in 2003.
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replicated nationally is to have a credible plan for financing
health care. The literature on this is far from definitive in
how to proceed and a case in point is the decline in health
care outcomes in the UK when private hospitals were forced
to merge (Gaynor, Laudicella, & Propper, 2011). Quite apart
from using taxation to fund health care, there already exist
alternatives within India that provide public and private
employer funded schemes for health insurance e the
Employees’ State Insurance (ESI) Scheme of 1948, as well as
a range of private sector alternatives (see ILO, 2008). While
employment contracts have been a standard way of intro-
ducing health insurance in countries like the US, it has
always been argued that this would be inappropriate in
India given its overwhelmingly large informal economy.
Lately, in the context of the “Right to Health” (RtH)
campaign, there has been increasing interest in attempting
to understand if this can in fact be implemented in the
informal sector as well. A number of difficulties immedi-
ately arise when thinking about employer provided health
insurance coverage in the informal sector e form of
coverage, type of health care made available, and how to
ensure that we have adequate human resources available
to provide this care. In this interview we speak to Dr. Devi
Prasad Shetty, a key champion for the RtH, and ask him
about the contours of a functional RtH as he imagines it to
be. Dr. Devi Shetty’s comments are particularly relevant
given his experience of working within the conventional
health care system as a medical doctor, in UK’s National
Health Service and in India, as well as being a successful
entrepreneur in hospital management.1In Conversation with Dr Devi Prasad Shetty,
Chairman, Narayana Hrudayalaya
- Dr. Devi Prasad Shetty, Chairman, Narayana Hru-
dayalaya, began his career with the Guys Hospital in
London working for the National Health Service,
United Kingdom, with which he was associated till
1989. On his return to India, he started the BM Birla
Heart Research Centre in Kolkata, where he was
involved in the treatment of Mother Teresa, which
had a deep impact on him. Thereafter, he moved to
Bangalore to commission the Manipal Heart Founda-
tion. He founded a chain of super-specialty hospitals
which includes the Rabindranath Tagore Interna-
tional Institute of Cardiac Sciences in Kolkata and
Narayana Hrudayalaya Health City in Bangalore.
- Dr. Shetty and his team pioneered the concept of
a “Health City”, a 2000-5000 bedded conglomeration
of multiple super-specialty hospitals in a single
campus, the economies of scale of which enable the
Group to provide affordable health care to thou-
sands. Dr. Shetty was also involved in coining the
1 See Kothandaraman and Mookerjee (2007) for a discussion of
Dr. Devi Shetty’s innovations with cardiac health care as well as his
past attempts to build inclusive health care models.The right to health care
Arnab Mukherji/Hema Swaminathan (AM/HS): Thank you
for spending time with us before you enter the operation
theatre. We would like to discuss with you about key
challenges in the health care sector in India and how we
may be able to address them.
Dr. Devi Prasad Shetty (DS): Let me begin by talking
about a campaign which we would like the doctors of this
country to launch dthe Right to Health care. Just as we
have the Right to Education and the Right to Information,
we believe that Right to Health care is very important. We
spend about 1.14% of our GDP on health care, which is less
than what some of the Sub Saharan African countries
spend. There is a major shift taking place in the funding of
health care. Today governments in the Western countries
believe that funding for health care is from taxpayers’
money. Tax payers’ money could pay for health care in the
past, say 20 years ago, when people retired at the age of 60
and life expectancy was about 65 years. Imagine if in the
future, people retire at the age of 60 and celebrate their
95th birthday! People are going to spend more time retired
than at work. That means their tax paying period is much
shorter than their period of utilising the benefits of what
they have paid. Further, the cost of keeping someone going
past the age of 70 is very high and these people do not
contribute to their health care expenses. So there has to be
a big shift in the way health care is funded. We have to
accept that no country can afford to pay for health care
through taxes any longer. Today, unlike in the past, there
are mechanisms to collect tiny amounts of money from
millions of people with hardly any transaction cost. For
instance, currently there are over 900 million Indian
subscribers to mobile phone services. If we can collect 20
rupees per subscriber per year, we can get up to 18,000
crore rupees per year, which is more than half of the
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a random population, only 0.8% of them require an opera-
tion. Less than 5% will require in-patient medical care. Our
strength is in our numbers. More than 20 million future
taxpayers are born every year. So, we are the ideal country
to prove to the world that we can dissociate health care
from affluence.
We have insurance for the organised sector, the ESI,
which is a very large organisation. In the unorganised
sector, which employs more than 90% of the workforce, we
need to create an ESI-like body and make it mandatory for
every employer to insure his employee, whether short term
or long term.
AM/HS: So, you still think it should be employer driven?
DS: Essentially it should be both, with the employee and
the employer contributing, like ESI.
AM/HS: True, but India is also a country in which a large
proportion of women are not employed and not part of even
the informal sector.
DS: I am coming to that. First you address people who
can contribute. I will give an example. I am sure you’ll
agree that the police in this part of the world are among the
most stressed and are entitled to reimbursement of health
care expenses. In reality, after say a cancer or heart
treatment, it takes them more than a year to get reim-
bursement, and if a policeman spends one and a half lakh
rupees, he will get maximum reimbursement of around one
lakh rupees. The state has a scheme called Arogya Bhagya
wherein a sum of 35 rupees is deducted from a policeman’s
salary, which I am sure you will agree is quite a small sum.
They hired a third party administrator who tied up with all
the hospitals in Karnataka. A policeman can go to any
hospital with dignity and get the treatment done, cashless,
and the scheme pays for it.
We do not need that kind of taxpayers’ money because
most people are engaged in activities where some economic
transaction is happening. If we can capture a tiny amount of
money, that is sufficient because the cost of health care in
this country is comparatively low. The problem is, because
people have to pay from their pocket in an unplanned
manner, the cost becomes very high. Whereas poor people
in isolation are weak, together they are very strong. So, if
you organise people in the manner suggested you would
have covered more than 60e70% of the country’s pop-
ulation. The population that is left out can be reinsured
using taxpayer’s money. That’s not a problem.
AM/HS: When you say right to health care, what sort of
health care do you envisage?
DS: I am talking about primary, secondary, and tertiary
health care. Everything has to be covered. And it is not very
expensive. Today, there is a problem with rural health care
not because there is no hospital, not because there is no
medicine, but because there is no doctor who can dispense
the medicine. That is because our definition of a doctor is
a person with an MBBS degree. We produce over 20,000
alternative medicine specialists who are competent enough
to prescribe these medicines. But they are not allowed
because of legal restrictions. This waste of valuable human
resources is a tragedy. All over the world, primary health
care is not given by MBBS doctors. These things have to
change. What this country requires is not more money but
policy changes, and policy changes will not happen unlessthere is a compulsion. Compulsion will happen if there is
a commitment from the government.
AM/HS: Have you taken your campaign idea to the
government?
DS: We have interacted with several members of
parliament (MPs). They are very very hopeful. Their first
apprehension, that it is going to cost a few billion dollars,
has been allayed. And as the number of end users of the
hospital increases, cost of health care goes down
significantly.
AM/HS: Right. Economies of scale kick in . I had
a similar conversation with the sociologist, Dipankar Gupta,
who is keen on something very similar, which in some sense
would be much more universal than the schemes that you
currently have in operation.
DS: The schemes that we run, such as Yeshaswini and all
the others, have taught us the power of the masses. If 1.7
million people pay five rupees per month, and the govern-
ment stands as the reinsurer, amazing things can happen.
Schemes by the government such as Arogyashree of Andhra
Pradesh, Kalaignar Insurance Scheme of Tamil Nadu, are
government doled out schemes. They have a limited lifespan.
The poor have to learn that they have to pay a tiny amount of
money everymonth. And if you ask them for an amountwhich
is equivalent to a pack of beedis or a chat on the mobile
phone, ten or twenty rupees, it is not a lot of money to pay,
even for the poorest of the poor. The problem is, there is no
adequate mechanism to collect the money. For example, if
you take a city, everyone pays the electricity bill. Looking at
the electricity consumption, you can estimate how many
people are living in the house. So we say that on the elec-
tricity bill, we will collect a tiny amount of money. We could
cover the entire city population. So there are mechanisms
available today to collect tiny amounts of money, but that
vehicle is not used because there is no compulsion. And
whenever the government comes up with a scheme, it is
always a doled out scheme. That is not a sustainablemodel. If
governments of the United Kingdom and the United States
with their efficient tax collection mechanisms have not been
successful, we have to think differently. Today people are
willing to pay a small amount of money provided they get
something tangible out of it. And here, the difference
between what you give and what you get is exponentially
different. When you give a tiny amount of money, you get
something which may cost 3 to 5 lakh rupees.
Essentially you have to change the concept of health
insurance. Conventional insurance means you pay the
premium for one year and you enjoy the benefit for one
year. We want to change it to, say, insurance for 15 days; if
you pay the premium for 15 days, you get coverage for
about 15 days. After that you are not covered, because your
employer only hired you for 15 days. After that you may pay
a monthly premium. When you pay your mobile phone bill,
every month, that particular month you are covered. But
then if you have to own a mobile phone, by law you have to
pay the insurance amount. We understand that at the end
of the day, 25% of the population will not pay, but when 75%
of the people pay, that should be sufficient for you to write
off those costs either through the tax payers’ money or
through some other means.
AM/HS: That’s a really revolutionary idea and it raises
several questions on implementation.
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a compulsion, people should have no other choice.
Convincing people to change is a Herculean task. We have
managed to put astronauts on the moon, and there are
medicines available for every illness, but we haven’t been
able to deliver them to a poor villager. When the tech-
nology to put an astronaut on the moon was developed,
there was not a single person saying you cannot do it or you
have to change it because it is going to affect my business.
Whereas when you are trying to deliver a generic medicine
to a villager, there are so many vested interests that will
stop it. I have been doing it for 22 years, you can never win.
AM/HS: So what makes you optimistic about the Right to
Health?
DS: I know it will happen because it is the next logical
thing to happen. If you are able to convince all 550 MPs, if
all of them say that it has to be done, there will be no
opposition. And nobody will object to this kind of a policy.
The only people who may object is the Finance Ministry
saying that we have no money. But then not all government
policies are decided based on their affordability. This is one
more policy. It may not happen in the near future, but it
will in ten years’ time.
AM/HS: This is a fantastic point to be raising politically
while we are going into election in about a year’s time.
Strategically, from the point of view of placing material on
manifestos, political parties would be interested in looking
at the Right to Health care as a way of convincing people to
vote for them. But I would like to take a parallel of this
policy with respect to the right to work, the National Rural
Employment Guarantee Act(NREGA) programme. Even the
NREGA was proactively thought of as providing people the
right to work. And it wasn’t constrained by finances. But
when it got rolled out, there was a range of different
cutbacks that happened because of political negotiations.
Have you had the chance to think about what might be the
minimal set of care patterns for the Right to Health care to
work?
DS: Everything has to be provided – primary, secondary,
and tertiary. And everything is important.
AM/HS: But it would still be a referral system in which
you would first go to the local sub centre.
DS: We should never make that kind of a rigid policy.
Keep it open. Finally a mechanism will evolve. There are
a lot of technical considerations. First of all you have to
understand that health care is a state subject. It is quite
possible that there will not be uniform acceptance among
the states.
AM/HS: Then you’re stuck with central sponsored
schemes and this is too large to become a central sponsored
scheme.
DS: So let every state evolve its own way so long as
people get health care. It does not matter how they deliver
it. Assam has a 3-year crash course for doctors, so also
Chattisgarh.
AM/HS: The high level expert group (HLEG) that was
recently formed by the Planning Commission has not talked
about this .
DS: They talked about universal health care. All these
initiatives are leading up to Right to Health care. Several
such initiatives have been taken but at the end of the day,
they did not deliver because there is no compulsion.AM/HS: We clearly see that you have a really nice idea of
linking people’s payments to financing health care . but
what about the other side? In terms of delivery of health
care?
DS: The delivery of health care is one of the easiest
things to monitor. You look at the maternal mortality,
infant mortality and so on . there are very standard
indices already available. It is much easier to monitor them
than the quality of education and other things.
AM/HS: But if the Right to Health Care takes off isn’t the
public health system going to get swamped?
DS: The moment there is a crisis, some solution will
emerge. Why is there such high maternal mortality, infant
mortality? We have a shortage of 8 to 10 lakh doctors. All
over the world, undergraduate (UG) MBBS seats are fewer
than post graduate (PG) seats. The US has 16000 UG seats
and 22000 PG seats. We have 32000 UG seats and maybe
10000e12000 PG seats. And some PG seats cost crores of
rupees, which is ridiculous. This is the only country where
you pay money to be a specialist. All over the world it is
free. You serve in a hospital. At the end of the year, you
appear for an exam. You get a degree. In India there is no
compulsion on the part of the government to change. But
there are lots of things that need to be changed. Paying is
one part, delivery is another part. If you want radical
transformation to happen in delivery, then the entire
medical education system should undergo change and there
are multiple things that have to be addressed. Just by
addressing one part, that is funding, we are not going to
solve the problem.
AM/HS: Do you also see a role for private entrepreneurs
to step in and start taking up some of the roles on the
delivery side?
DS: The government has to be a major player in the
delivery of health care and in medical education. Today,
they are not. In the last 10 years very few medical colleges
have been established by the government. We are short of
500 new medical colleges and about 2 million beds. The
private sector simply does not have the resources to
establish them and to scale up. The government has to take
up the responsibility of medical education and they can
deliver medical education at much lower price than the
private sector because they have infrastructure readily
available. When the government starts a medical college,
children from poor families can get into medicine. Whereas
if a private college has to start a medical college, it costs
about 200 crore rupees. You can’t expect them to offer free
medical education after spending 200 crores. So the
government has to spend more money in the right areas and
they have to remain the primary health care provider. So,
privatising health care is not the solution.
AM/HS: In that context where would you place
the experience that you had through Narayana
Hrudayalaya?
DS: We are all going to be there, co-existing with the
government system. But our contribution to the disease
burden of the nation is going to be very small.
AM/HS: Would you not see a proliferation of organisa-
tions like Narayana Hrudayalaya?
DS: There will be a significant growth of the private
sector. But it can’t be the driver. Private institutions will
serve as benchmarks and go for innovations and all the rest
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the government.
Today 80% of the national expenditure of health care is
borne out of pocket. And more than 75% to 85% of health
care is delivered by the private sector.
AM/HS: Right. And the push also seems to be towards
that.
DS: Yes, but that is not the solution. The solution is, at
least 75% of the healthcare has to be delivered by the
government. The private sector just doesn’t have the
capacity to invest that kind of money. Where are the
resources?
AM/HS: Apart from the MPs who else have you had
a chance to speak to?
DS: I have spoken to many members of legislative
assemblies (MLAs) and ministers of various state govern-
ments. In Karnataka, everyone I have interacted with has
been receptive. They all want this to happen. There was
a positive feeling. That was not the case with many other
rights. There was quite a bit of opposition. But this is not
going to hurt anybody.
AM/HS: No, no, quite the contrary. You’re making
people responsible for their own health care in some sense
and making them pay for it. But we are still a little con-
cerned about the nature of the informal sector which is
largely what is going to drive this sort of right to health
care.
DS: Let me give you an example. I have a few domestic
employees. If there is an organisation like ESI, where I can
contribute 300 rupees or 500 rupees per year, I would be
happy to contribute so that they are cared for. Today I
spend more money than that to take care of their health
care, with each visit to the doctor costing a minimum of 200
rupees. So, we are not going to be worse off with that kind
of a system.
AM/HS: No, we are not. But it is going to require a major
overhaul, also in the mindset of the people.
DS: Essentially you need to create the institution and
a law stating that if you hire somebody you must be
responsible for their health care as long as she/he is
working for you. And it is not going to be a large sum
running to thousands of rupees. It is going to be a tiny
amount of money. Every month the employer can
contribute with the employee’s salary or in one go. If you
ask the employer to pay a large sum of money, say 1000
rupees, it is not going to happen but if you ask the employer
to pay 50 rupees, it is going to happen.
AM/HS: This sounds very workable. But you need to have
volume. Enough people have to be participating in it.
DS: In such schemes, initially the money you collect may
not be sufficient. The government may have to cover the
shortfall. But over a period of time, you can always increase
the premium.
We do not get food, kerosene or any other basic
necessity for free. Then why should health care be free?
Because health care is supposed to be free, nobody is
getting it. If you ask people to pay a tiny amount of money,
then everybody will pay. The free concept is not worth it.
When I was a young man, everyone told me that health care
was expensive; we couldn’t afford it. But one day India will
become a rich country and everyone can afford it. And we
believed that. But when I grew up I looked at the richestcountries in the world and found that they did not have
money to finance health care. Even if India were to become
a rich country with higher taxes, we could not offer health
care for free. We have to look at another solution. We must
look at viable solutions. There is no point in making state-
ments such as, we have built 14 hospitals in 11 cities. Or,
we are the largest heart hospital in the world. It doesn’t
make any difference to the poorest people.
AM/HS: This is a fascinating idea and you are in a winning
position, in a place where people listen to you. But this is
going to need someone to champion as a right.
DS: I am working with a couple of IIMB students to come
up with the cost of running this programme. We want to put
that up on our website and start an awareness campaign
and a conversation. Let people come up with their own
ideas as to how to fund health care. People are also aware
that the government cannot afford to pay any more.
However, the upfront costs of health care today are an
illusion. I will give an example. A 300-bed heart hospital
today costs about 150 crore rupees to build and equip and
takes 2-3 years to build. Today, in Mysore, we are building
a 300 bed heart hospital e it will be done in six months,
fully equipped, at a cost of Rs 25 crores. It is prefabricated
and it’s built by L&T. So the cost structure that you are
seeing, is not the real cost structure. It has all sorts of
inefficiencies built in.
We want to add 30,000 beds across the country, with this
model. There is no central air conditioning. In a hospital,
air conditioning does not prevent infection, it is a cause of
infection. The best sanitizer for a hospital is fresh air and
sunlight. And modern hospital design does not allow both of
them to come in.
We have also worked with Stanford University to develop
a three hour curriculum, to train the spouse to be a nurse.
The spouse is going to be the primary health care driver. So
there is a continuity of care when the patient goes home.
It’s a very good curriculum.
AM/HS: Your costs are about one tenth of the actual
costs in private hospitals, despite being part of the usual
costs.
DS: The cost of health care is going to come down. Heart
surgery is going to come down to 800 dollars within 5 to 7
years. The prices that we are seeing today are unrealistic
and unsustainable. It will happen on the basis of numbers;
once the numbers go up, the costs will come down. The
material alone accounts for 30% of the cost.
The reason costs are not going down is because there is
no competition. When I started my career, we were doing
cardiac surgeries at 1.6 lakh rupees. Today, 22 years later,
we do the same operation at 80,000 rupees and break even.
That is a substantial cut.
AB/HS: Thank you very much Dr Shetty for your time and
a very insightful conversation.
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